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Abstract
Introduction: Patient handovers between healthcare providers during shift change or unit
and interfacility transfers are a vulnerable time for inadequate communication. To ensure
a handover is concise, healthcare organizations must implement and educate their staff on
evidence-based communication tools.
Methods: SBAR is a communication tool commonly used during a handover. SBAR
allows for a steady flow of report and a reduction of information missed. When nurses
use SBAR, the efficiency of their report improves and handover time is decreased. By
decreasing interfacility handover time, patients may be transferred to higher levels of care
faster. By receiving more advanced care faster, patient safety may be enhanced.
Gaps: There is a gap in the literature regarding SBAR report to interfacility transfer teams
and decreased information is available comparing SBAR to other communication tools.
Recommendations for Practice: Implementation of the SBAR tool during interfacility
patient handover may reduce transfer times and improve patient safety. The SBAR
template must be customized to meet the needs of those utilizing it. It takes a team effort
with solid leadership to implement and sustain the SBAR tool on a nursing unit.
Keywords: SBAR, handover, handover time, efficacy, interfacility
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Implementation of SBAR Tool in a Rural Hospital
Healthcare professionals strive to ensure patients continuously receive the best
possible care. Unfortunately, this optimal care weakens during patient handover far too
often (The Joint Commission, 2017). Patient handover occurs when patient care is
transferred from one healthcare professional to another. These transitions are a vulnerable
time for insufficient communication (American Psychological Association [APA], 2016).
Therefore, The Joint Commission created a National Patient Safety Goal to ensure patient
handover is clear and complete. This goal is commonly not met, and poor patient
handover continues to be a serious issue in healthcare (The Joint Commission, 2017).
To resolve this issue, communication protocols or tools need to be implemented.
In addition, nurses need to be properly trained on the tools to allow them to be confident
their report is clear and concise (The Joint Commission, 2017). SBAR (SituationBackground-Assessment-Recommendation) is an evidence-based communication tool
commonly used by nurses during patient handover. The tool serves as a guide and
provides structure to nurses during this vulnerable time. By utilizing SBAR, the quality
and efficacy of nurses’ report may increase, as the tool allows for efficient, smooth flow
and decreased information missed (Stewart, 2017).
PICOT Question
The purpose of this project was to implement the SBAR tool within a rural
Midwest hospital with the intent of strengthening the report between nurses and transfer
teams. The PICOT question that guided this quality improvement project was: For
emergency, medical-surgical, and intensive care nurses working in a rural Midwest
hospital (P), how does the utilization of the SBAR tool during patient handover report to
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interfacility transfer teams (I) compared to the current practice of not utilizing a
communication tool (C) impact transfer teams’ bedside times (O) within a three-month
period (T)?
An extensive search of the literature was conducted on the SBAR tool. The
databases searched for this literature review included Cochrane Database of Systematic
Reviews, CINAHL, PubMed, and Google Scholar. The key terms utilized within the
databases were SBAR, Situation-Background-Assessment-Report, nurse report, handover,
handoff, handover time, efficiency, interfacility, transport, rural hospital, patient safety,
and communication. To be included in this project, studies had to focus on SBAR utilized
during handover, in inpatient settings, with human subjects, and be conducted within the
last six years. Articles concentrating on only SBAR between nurses and providers were
excluded from this review, as the focus of this project was the utilization of SBAR during
patient handover.
After a systematic review of the literature and evaluation of numerous research
articles, 19 studies met inclusion criteria. These 19 articles were appraised using the
Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) Research Appraisal Tool
(Appendix B). Permission to utilize the JHNEBP Research Appraisal Tool is included in
Appendix C. This tool evaluates studies by determining the level of evidence and quality
of research conducted. Levels range from I to V, and quality grades include A, B, or C
with IA being the highest level and VC being the lowest level of research (Dang &
Dearholt, 2018). Of the 19 research articles appraised, five were level II, 13 were level
III, and one was level V. One of the level IIs was given a quality grade of A, and four
were given a B. Seven of the level IIIs were given an A, and six were given a B. Lastly,
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the one level V was given a B quality rating. An evidence table (Appendix A) displays a
summary of the research found within the 19 articles. In addition to the information
provided in the 19 articles, recommendations from The Joint Commission, APA, Team
Strategies and Tools to Enhance Performance and Patient Safety (TeamSTEPPS®), and
Controlled Risk Insurance Company (CRICO) were considered for this literature review.
Evidence Findings
Background
The idea of SBAR was brought into the healthcare field by Michael Leonard,
M.D. and his colleagues of Kaiser Permanente. Initially, it was utilized for nurse to
physician communication to report urgent patient updates and needs (Leonard et al.,
2004). TeamSTEPPS, which was developed by the Agency for Healthcare Research and
Quality (AHRQ) and the Department of Defense to improve healthcare communication,
strongly recommends the utilization of SBAR during these interactions. TeamSTEPPS
recommends using SBAR to explain the status of what is happening with a patient (S),
what the patient’s clinical background includes (B), what the assessment of the patient is
(A), and what the recommendation to the receiver entails (R) (AHRQ, 2019).
SBAR is still commonly used during nurse to physician interactions, but as SBAR
has grown in popularity, it has become a common template for patient handover as well.
SBAR is now recommended for patient handover report by several healthcare
corporations including the Institute of Healthcare Improvement and the World Health
Organization (WHO) (Institute for Healthcare Improvement, 2018; Shahid & Thomas,
2018). According to the WHO (2007), complications with poor patient handover are an
international issue. Therefore, numerous countries have conducted research on the topic

8
SBAR TOOL
and found the necessity of forming a common language between patient report givers and
receivers. The SBAR template is an evidence-based tool designed to improve
communication among healthcare providers. What is included within the template will
vary based on the unit and the healthcare professionals utilizing the SBAR tool. The
SBAR tool must be customized to fit appropriately within the unit to ensure all necessary
information is passed along (Shahid & Thomas, 2018). A customized SBAR template is
key to improving the quality and efficacy of the tool and bettering communication among
the healthcare team during handover (Fabila et al., 2016).
Patient Outcomes
When communication among the healthcare team is poor, medical errors may
occur. Medical errors are the third ranked cause of death among Americans. Around
251,000 people in the United States die each year due to healthcare professionals’
mistakes. Many times, these mistakes occur due to poor teamwork, insufficient
leadership, or inadequate communication (APA, 2016).
Poor patient outcomes are directly related to inadequate communication and
handover in healthcare. Between the years of 2009 and 2013 in the United States, 30% of
malpractice cases were linked to errors in communication. In addition, 1,744 patients
died, and 1.7 billion dollars were spent on malpractice cases due to inadequate
communication between healthcare professionals. Of the serious medical errors during
those years, 80% involved handover miscommunication. Of the communication failures,
44% occurred in inpatient settings (CRICO, 2015). Poor communication and inadequate
handover jeopardize patient safety and lead to a waste of resources and money (Vermeir
et al., 2015).
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Poor communication skills and language barriers can sometimes be linked to
inadequate handover but not always. Errors in communication can arise due to
information that is misdirected, overlooked, or never received (CRICO, 2015). Handover
is a vulnerable time that often creates an opportunity for errors in communication and
results in harmful patient outcomes (Abraham et al., 2015; Kostiuk, 2015; Pokojova &
Bartlova, 2018). Ensuring handover is successful is everyone’s responsibility. The
evidence and tools are available, and healthcare professionals must take advantage of
their resources (CRICO, 2015).
Benefits of SBAR
SBAR is an evidence-based tool available to healthcare professionals and should
be utilized during patient handover, as the tool focuses on important points and helps
decrease pertinent information missed (Nagammal et al., 2016). SBAR acts as a checklist
(Stewart, 2017) and provides nurses with a logical sequence of information that needs to
be shared (Abela-Dimech & Vuksic, 2018). In addition, SBAR helps nurses recall
important information rather than depending on their memory for a complete report
(Arumugam et al., 2016). When nurses use SBAR, their confidence in giving report rises,
as the tool allows for a steady flow of information (Stewart, 2017).
Nurses play a significant role in communicating patient information, and their
report needs to be efficient and of high quality (Abela-Dimech & Vuksic, 2018). Proper
education and simulation involving SBAR are effective techniques to improve report
efficacy and quality; therefore, the tool should be introduced to nursing students and
reiterated to experienced nurses (Kostiuk, 2015; Uhm et al., 2019). Once SBAR becomes
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the unit norm, a common report language is formed and givers and receivers of patient
report identify information effectively (Stewart, 2017).
Patient information can be easily missed during rushed handovers, such as
interfacility transfers. SBAR is an effective tool in these situations (Pokojova & Bartlova,
2018; Wilson et al., 2017), as its use allows nurses to quickly gather their thoughts and
follow a checklist (Stewart, 2017). When patients become complex, SBAR can be more
challenging to use (Shahid & Thomas, 2018), but it is still favored over other
communication tools (Fabila et al., 2016). The SBAR tool can offer numerous benefits,
supporting its use during every patient handover (Shahid & Thomas, 2018).
Handover Time and Interfacility Transfer
Interfacility handover has become a very common and crucial aspect of healthcare
today. Often, patients are transferred from rural hospitals to larger facilities that provide
higher levels of care. Sometimes patients are transferred due to bed availability, but
mostly, patients are transferred for specialized treatment, especially for cardiac,
neurological, or trauma-related purposes. Due to the severity of patient conditions, highquality handover report is vital (Sethi & Subramanian, 2014). Once the decision to
transfer is made, it is crucial this process occurs as quickly as possible. The prognosis of
a critical patient depends on timely intervention (Pham et al., 2017; Sethi &
Subramanian, 2014).
Since critical patients require timely intervention (Pham et al., 2017; Sethi &
Subramanian, 2014), a reduction in handover time would be to their benefit. SBAR
allows for a reduction in handover time, as the tool generates a more efficient report
(Cornell et al., 2014; Muller et al., 2018). When nurses utilize SBAR, they spend less
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time on non-pertinent information and focus more on key points within the SBAR
template (Stewart, 2017). A prospective study of 44 nurses and eight pediatric intensivists
evaluated SBAR from the receiver’s viewpoint. The receivers of SBAR stated they spent
less time looking elsewhere for patient information missed during report. In addition,
they reported their patient assessments more often matched the one they received during
report, and they had the opportunity to ask questions and clarify information as needed
(Fabila et al., 2016). SBAR use by nurses during handover leads to faster transfers
(Cornell et al., 2014; Muller et al., 2018), which results in better patient prognoses (Pham
et al., 2017; Sethi & Subramanian, 2014).
Nursing
Many nurses have recognized the benefits SBAR offers. Nurses that have utilized
SBAR reported it was easy to use (Shahid & Thomas, 2018) and helped them give a more
efficient report (Blom et al., 2015). The receivers of SBAR handover appreciated the tool
as well and were pleased when a paper-copy of the filled-out template was provided.
They felt the tool offered clarity and reduced the amount of information missed (Fabila et
al., 2016). Some nurses felt SBAR was time-consuming (Abela-Dimech & Vuksic,
2018), but many enjoyed the tool after becoming familiar with it (Arumugam et al.,
2016). Nurses appreciated the tool and reported increased comfort with giving patient
report (Chapman, 2016) and an enhanced culture of safety in their workplace (Randmaa
et al., 2014).
Gaps in the Literature
Although abundant research is available on SBAR and the culture of safety the
tool creates, gaps in the literature exist. No studies focused directly on SBAR report from
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nurses to flight teams and none assessed SBAR in rural facilities. Only a few studies
evaluated SBAR use during interfacility transfer. In addition, minimal articles compared
SBAR to other report tools. Lastly, SBAR sustainability was not widely evaluated.
Recommendations for Practice
The sustainability of communication protocols is important to patient safety. All
healthcare professionals should evaluate their communication skills for areas of weakness
and continuously work to make improvements. One of the most important skills related to
communication is recognizing when important information is not passed on. This must be
a team effort, as ensuring that communication is concise is everyone’s responsibility
(CRICO, 2015).
Ensuring communication is complete and accurate occurs through well-organized,
standardized handover (APA, 2016; Arumugam et al., 2016). The SBAR communication
tool is an effective tool for ensuring this occurs. SBAR is an evidence-based tool to
improve the communication between healthcare professionals. SBAR improves the flow
of report (Blom et al., 2015) and decreases pertinent information missed (Fabila et al.,
2016; Pokojova & Bartlova, 2018). When nurses have a checklist to guide the handover,
their confidence in giving patient report increases. When nurses are confident their report
is complete and accurate, patient safety increases (Stewart, 2017). Therefore, the SBAR
tool should be utilized during every patient handover (Abela-Dimech & Vuksic, 2018;
Blom et al., 2015; Kostiuk, 2015; Pokojova & Bartlova, 2018; Shahid & Thomas, 2018;
Stewart, 2017; Uhm et al., 2019)
Since the SBAR tool is effective at improving communication among healthcare
professionals, it should be introduced to future nurses during their education programs.
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Nursing students should be learning about the tool in didactic, practicing its use in
simulation, and utilizing the tool during clinical rotations (Kostiuk, 2015; Vermeir et al.,
2015). The SBAR tool should then be carried over throughout their nursing careers.
SBAR should become the standard for every nursing unit that requires patient handover
report. Due to the vast differences among healthcare floors, the SBAR tool must be
customized to fit the needs of the specific unit. By having a unit specific SBAR tool
available, the quality and efficacy of handover report may improve (Fabila et al., 2016)
and the safety culture may expand (Nagammal et al., 2016).
SBAR can be effective for interfacility transfers. Interfacility transfer can be a
busy and vulnerable time (Pokojova & Bartlova, 2018; Wilson et al., 2017). SBAR
allows for a more efficient report and reduced handover length (Cornell et al., 2014;
Muller et al., 2018). By reducing the handover time during interfacility transfer, patient
prognoses can be enhanced (Pham et al., 2017; Sethi & Subramanian, 2014), and the
culture of safety may be improved (Randmaa et al., 2014). The key is to sustain that
improvement.
The sustainability of the SBAR tool must be a team effort. Leaders must
continually encourage the use of SBAR, and staff must take advantage of the
communication tool. In addition, leadership must ensure new staff are properly trained on
the tool and re-education is offered whenever needed (APA, 2016; Arumugam et al.,
2016). Proper training and dedicated staff can ensure the SBAR tool is a nursing unit
expectation (Kostiuk, 2015). By making communication a priority, patient safety may
benefit. Therefore, communication should be highly accurate and complete during every
transition of care. The time and effort spent creating protocols and using tools to improve
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communication is less stressful than the time and effort spent defending malpractice cases
and coping with the guilt of patient harm that may result from poor communication
(CRICO, 2015).
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Abstract
Background: Patient handover is a vulnerable time for poor communication and the loss
of pertinent information. SBAR is an evidence-based communication tool that enhances
the quality and efficacy of nurses’ report by acting as a checklist to ensure pertinent
information is communicated. By utilizing SBAR during report, handover length is
reduced, and patients may be transferred more efficiently.
Methods: Nurses working in a rural Midwest hospital were educated on SBAR and asked
to utilize the SBAR tool during their report to transfer teams prior to interfacility transfer.
Transfer teams’ bedside times throughout the project’s three-month implementation
period were compared to bedside times three-months prior when no SBAR was utilized.
Results: Descriptive statistics evaluated demographic data. The Mann-Whitney U
statistical test was used to analyze the quantitative data, which was the difference in
bedside times pre- and post-SBAR implementation. Statistical significance was not
found, but clinical significance was likely present.
Discussion: The main barrier to this project was nurses’ resistance to change. Some
nurses may have improved their patient report skills through using SBAR.
Implications for Practice: Even though statistical significance was not found, some
patients may have reached a higher level of care faster through reduced handover time.
Keywords: SBAR, handover, handover time, efficacy, interfacility
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Implementation of SBAR Tool in a Rural Hospital
Accurate and complete communication among healthcare providers enhances
patient safety (Controlled Risk Insurance Company [CRICO], 2015). Healthcare
providers consistently make safety a priority, but handover is a vulnerable time for
incomplete and poor communication (American Psychological Association [APA],
2016). The Situation-Background-Assessment-Recommendation (SBAR) communication
tool is commonly used during handover to prevent the loss of pertinent information and
improve patient safety (Blom et al., 2015). The purpose of this Doctor of Nursing
Practice (DNP) Project was to implement the SBAR tool in a rural Midwest hospital with
the intent of strengthening the report between nurses and interfacility transfer teams.
Significance of the Problem
Report between nurses and interfacility transfer teams is often rushed due to
patients requiring time-dependent care (Pokojova & Bartlova, 2018; Wilson et al., 2017).
Rushed patient report leads to pertinent information being missed. When pertinent
information is missed, poor patient outcomes occur, lawsuits arise, and significant dollars
are lost (The Joint Commission, 2017). In the United States, between the years of 2009 to
2013, 1,744 patients died, and 1.7 billion dollars were lost due to inadequate healthcare
provider communication. In addition, 80% of the severe medical errors that occurred
during those years were the result of poor patient handovers (CRICO, 2015).
To prevent severe medical errors related to patient handover, an adequate
communication tool, such as SBAR, should be utilized (Arumugam et al., 2016). SBAR
acts as a checklist and provides nurses structure, which allows for a steady flow of report
(Blom et al., 2015) and a reduction in information being missed (Fabila et al., 2016;
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Pokojova & Bartlova, 2018). When nurses utilize SBAR, their report efficiency improves
and handover time is reduced (Cornell et al., 2014; Muller et al., 2018). Reduced
handover time is important, as faster care transitions lead to better patient prognoses
(Pham et al., 2017; Sethi & Subramanian, 2014).
PICOT Question
This DNP Project addressed the following PICOT question: For emergency,
medical-surgical, and intensive care nurses working in a rural Midwest hospital, (P) how
does the utilization of the SBAR tool during patient handover report to interfacility
transfer teams (I) compared to the current practice of not utilizing a communication tool
(C) impact transfer teams’ bedside times (O) within a three-month period (T)?
Evidence Findings
SBAR is an evidence-based communication tool utilized to improve patient
handover (Nagammal et al., 2016). Handover during interfacility transfer is a vulnerable
time for error (Pokojova & Bartlova, 2018; Wilson et al., 2017). SBAR improves this
vulnerable transition of care by ensuring essential knowledge is passed along and nonpertinent information is not (Stewart, 2017). By focusing on the SBAR template and only
reporting pertinent patient information, handover time can be reduced (Cornell et al.,
2014; Muller et al., 2018). When handover time is decreased, patients receive critical
interventions faster and positive outcomes are more likely to occur (Pham et al., 2017;
Sethi & Subramanian, 2014).
Many nurses have found the SBAR tool to be helpful during handover. They feel
it improves their report skills (Blom et al., 2015) and enhances patient safety on their unit
(Randmaa et al., 2014). The receivers of SBAR report were also in favor of the template
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and appreciated when a paper-copy of the completed SBAR form was given to them
(Fabila et al., 2016). The SBAR template must be adjusted to fit the needs of the unit
utilizing it to ensure necessary information is being communicated (Fabila et al., 2016).
Many benefits of SBAR exist, and healthcare providers involved in patient handovers
should use it consistently (Stewart, 2017).
Recommendations for Practice
SBAR is a common communication template utilized throughout medicine, and
healthcare providers should be trained on the tool early and re-educated often (Kostiuk,
2015; Vermeir et al., 2015). Since the tool increases the report giver’s confidence by
allowing for a steady flow of report and decreased information being omitted, SBAR
should be utilized during every patient handover (Abela-Dimech & Vuksic, 2018; Blom
et al., 2015; Kostiuk, 2015; Pokojova & Bartlova, 2018; Stewart, 2017). Interfacility
patient handover is a vulnerable time; and therefore, it is recommended nurses utilize the
tool while giving report to transfer teams (Pokojova & Bartlova, 2018). SBAR has
numerous advantages, and the utilization of SBAR must be a team effort to ensure its
sustainability on a healthcare unit (Arumugam et al., 2016).
Gaps in the Literature
Extensive research has been conducted on the SBAR tool, but gaps in the
literature are still present. Only a few studies that focus on SBAR report during
interfacility transfer exist, and no research has evaluated the use of the tool between
nurses and flight teams. No studies were conducted in rural facilities, and only a few
compared SBAR to other evidence-based communication tools. Lastly, not many articles
examined SBAR sustainability.
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Methods
Change Theory
The leaders involved in this project were guided by Lewin’s Change Theory.
Lewin’s Change Theory is composed of the stages of unfreezing, moving, and refreezing.
In addition, this theory emphasizes change is not a clear-cut process, and leaders may
have to adjust their techniques for accomplishing their goals (Lewin, 1951). The DNP
Project Coordinator had to be prepared to face challenges and barriers related to the
implementation of the SBAR tool. Lewin’s Change Theory was an effective guide to help
the leaders of this project accomplish their goals and improve the safety of the patients
involved.
Evidence-Based Practice Model
The Johns Hopkins Nursing Evidence-Based Practice Model (JHNEBP) acted as a
guide throughout this project as the SBAR tool was implemented. This updated model
includes the three elements of inquiry, practice, and learning. Inquiry entails asking
questions to solve issues. The practice element advocates for routine evidence-based
practice implementation, and the learning component involves the continuous obtainment
of knowledge (Dang & Dearholt, 2018). See Appendix C for a visual representation of
and permission to use the JHNEBP model.
Theoretical Framework
The Transitions Theory is a framework created by Afaf Meleis and was utilized
throughout this project. This theory emphasizes patients go through transitions when their
health status changes, which places them at risk for vulnerability. Those changes are
unique to everyone, and nurses have the capability to help those patients through those
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transitions (Meleis et al., 2000). Many of the patients transferred from the rural Midwest
hospital this project took place at were transferred due to a health status change. Often,
there was a transfer of care to a larger facility with specialized care (Sethi &
Subramanian, 2014). The nurses involved in this project utilized the SBAR template to
ensure adequate information was passed along to allow for a smoother transition of care.
Setting
This project took place in a rural Midwest hospital’s medical-surgical unit,
intensive care unit (ICU), and emergency department (ED). The town’s population in
which this hospital is located is approximately 14,000 people. The town has two
ambulances and a fixed-wing aircraft available to transfer patients, weather permitting.
Due to the high number of patients transferred via air from this rural hospital, this fixedwing aircraft base was built at the town’s airport. This allows the flight team to arrive at
the facility within 15 minutes. Prior to this, a patient air-transfer would require a flight
team from a much larger city to fly to the town’s airport and be transferred to the hospital
by the local ambulance to pick up their patient. By having a fixed-wing aircraft located in
the same town as this rural hospital, patients are usually transferred to appropriate
facilities much faster. When the local fixed-wing crew is unavailable, flight teams from
larger hospitals fill in. When patients are less critical or ground travel is safer, the local
ambulance service is asked to transfer (R. Masteller, personal communication, February
28, 2020).
The flight team includes a paramedic and nurse, and the ambulances consist of a
paramedic and emergency medical technician. The hospital has an 18-bed medicalsurgical floor, six-bed ICU, and eight-bed ED. Hospital protocol is to have two medical-
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surgical, one ICU, and two ED nurses in house at all times. If the census is low, these
nurses will float to other units within the hospital (R. Masteller, personal communication,
February 28, 2020).
The patients admitted or transferred from this rural Midwest hospital vary greatly
in age and diagnosis. The pediatric patients are frequently admitted or transferred for
respiratory illnesses. The adult population is hospitalized or transferred for a variety of
reasons, such as post-operative complications or endocrine, cardiac, and respiratory
diagnoses. Among the three units, an average of 25 patients are transferred per month.
Most of the transfers are via aircraft, but less critical patients are transferred by ground
ambulance (R. Masteller, personal communication, February 28, 2020).
Sample
The population of interest for this project was medical-surgical, ICU, and ED
nurses and house supervisors. The house supervisors are registered nurses and oversee all
three units throughout their shift. All project participants were recruited through
convenience sampling. All nurses work 12-hour shifts with shift changes occurring at
seven in the morning and seven in the evening. The medical-surgical and ICU nurses
often float between the two units, but the ED nurses typically stay in their home unit due
to only two being scheduled each shift. There are over 40 nurses among the three units
that work full-time, part-time, or pro re nata (PRN).
Intervention Tool
The SBAR template is an evidence-based communication tool commonly used
during patient handover. SBAR acts as a checklist and provides structure to nurses during
handover report (Stewart, 2017). When nurses utilize SBAR, their handover may become
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more efficient and their report time may decrease (Cornell et al., 2014; Muller et al.,
2018). The tool is composed of four sections: situation, background, assessment, and
recommendation. In the situation section, the nurses often start their report by reviewing
the current patient circumstance. The background section is for pertinent history and
clinical background. The assessment section entails vital signs, patient condition, and
medications given. Lastly, the recommendation portion leaves room for additional
information and allows the report giver to voice their opinion (Leonard et al., 2004).
The opinions of facility managers and transfer company leaders were taken into
consideration during the generation of the SBAR template for this project. The DNP
Project Coordinator received permission from a Midwest ambulance company to utilize
and adjust their SBAR template (Appendix D). Numerous nurses, paramedics, and
healthcare leaders reviewed and offered suggestions for improvement to the original
template. After many revisions, the final SBAR template for this project was developed
(Appendix E).
Procedure
The purpose of this project was to implement the SBAR tool in a rural Midwest
hospital with the intention of decreasing handover time as measured by transfer teams’
bedside times. Bedside times of transfer teams are closely tracked by dispatch personnel,
and the DNP Project Coordinator obtained permission to access this information
(Appendix F). The project occurred over a three-month period, as this was enough time to
allow nurses to be exposed to the SBAR tool.
The DNP Project Coordinator’s original plan was to educate staff about this
project at in-person quarterly meetings, but due to a worldwide pandemic, no large group
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meetings took place at the facility during that time. Therefore, email was utilized to
inform the staff of the project’s purpose and educate them on the proper use of the SBAR
tool. The DNP Project Coordinator emailed nurses at the Midwest hospital requesting
their participation in the quality improvement project (QIP). Attached to the email was a
copy of the SBAR template and a document explaining the proper usage of the SBAR
tool (Appendix G). The nurses were asked to review the attachments and ask the DNP
Project Coordinator questions as needed. They were then asked to sign a formal
document acknowledging their understanding of the project and proper usage of the
SBAR tool (Appendix H). In addition, a blank demographic questionnaire pertaining to
nurses was stapled to the formal statement form (Appendix I). Nurses were asked to fill
this out once prior to the start of the implementation period.
The blank formal statements and demographic questionnaires were located at the
three nurses’ stations. Staff were asked to separate the two documents, place their signed
formal statement in one manila envelope, and place their completed demographic
questionnaire in another. This allowed for confidentiality of the demographic data to be
maintained. Once the nurses were properly educated on the tool and had filled out the
paperwork, they were asked to utilize the SBAR tool during verbal report and supply a
paper-copy of the completed template to transfer teams. The SBAR tool was utilized to
give verbal report to the interfacility transfer team, not the nurse at the receiving facility.
Since patients are often transferred emergently, the nurses have far less time to
prepare their patient for air transfer and obtain the appropriate information for report. If
the transfer is going to be via ground, the preparation time is also limited due to the
proximity of the ambulance station (R. Masteller, personal communication, February 28,
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2020). Therefore, the SBAR templates were easily accessible within the nurses’ stations.
Nurses were asked to fill out the SBAR form, look up, and write down any pertinent
information in the patient’s chart they were unsure of. Once the transfer team arrived,
nurses utilized the SBAR tool while they gave verbal report. Their report was not
finished until all components of the completed SBAR tool were passed along.
Once the nurses were finished with the template and the patient had left the
facility, they were asked to put the completed forms in patients’ paper charts to be
scanned into the facility’s charting system. At the end of the three-month implementation
period, the DNP Project Coordinator reviewed the charts of patients that were transferred
in search of completed SBAR templates. The number of templates filled out was
compared to the total number of transfers throughout the implementation period.
Ethical Considerations
Ethical considerations were addressed initially and monitored throughout the
DNP Project. The outcome of this project, interfacility transfer teams’ bedside times, was
tracked outside patients’ charts. Therefore, patient charts were only accessed for the
purpose of searching for the completed SBAR templates. The facility in which this
project took place did not have an Institutional Review Board (IRB), but the facility
approval for this project is included in Appendix B. Permission from the university’s IRB
is included in Appendix A.
Results
Demographics
Descriptive statistics analyzed the demographic data of the sample. Forty-one
nurses completed the demographic data survey. This data included years of overall
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nursing experience, years of rural nursing experience, employment status, typical shift
worked, estimated average patient transfers per month, home unit, and experience with
SBAR training. Of the nurses included in this project (N = 41), 37% had less than five
years of nursing experience, 66% worked full-time, and all but seven nurses received
SBAR training during their formal nursing program (See Table 1).
Table 1
Demographic Data (N = 41)
Home Unit
Medical-Surgical
Intensive Care Unit
Emergency Department
Other (House Supervisor)

29%
20%
32%
19%

Less than five
Between five and ten
Between eleven and fifteen
Between sixteen and thirty
Over thirty

37%
29%
12%
17%
2%

Straight Days
Straight Nights
Rotating

44%
39%
17%

Full-time
Part-Time/PRN
Travel Nurse Contract

66%
32%
2%

Five years or less

49%

Zero
One or two
Three or Four
Five or more

7%
39%
22%
32%

Yes
No

83%
17%

Overall Years of Experience

Typical Shift

Employment Status

Years of Rural Experience
Patient Transfers/Month

Previous SBAR Training
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Clinical Outcome
The measured statistical outcome of this project was interfacility transfer teams’
bedside times. Bedside times started and stopped when transfer teams arrived in and
departed the ambulance bay. It is important to note this project was not measuring the
time of report between the nurse at the initial facility and the nurse at the receiving
facility. All air and ground transfer teams’ bedside times were included in this QIP.
Bedside times were gathered three months prior to and throughout the implementation
period of this project. The bedside times three months prior to the start of the project
were compared to the bedside times throughout the implementation period through
statistical analysis.
Statistical Testing Results
The statistical analysis included the utilization of the Mann-Whitney U test. This
test compares two independent groups. Since bedside times were not linked to certain
nurses, the two groups had to be considered independent from one another. After the data
were gathered, the distribution was evaluated through analyzing box plots and histograms
within Statistical Package for Social Services (SPSS). The data did not have a normal
distribution, which led to the utilization of the Mann-Whitney U test. The Mann-Whitney
U test compares the distributions of the two groups by comparing the ranks of the two
samples after all data points within the two samples are grouped together (Kim, 2014). A
significance level of 0.05 was utilized, and a p-value of 0.250 was found. This meant
there was not a significant difference between the two groups. Therefore, implementation
of SBAR did not have a statistically significant impact on bedside transfer times.
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Lastly, the number of templates utilized and placed in the SBAR boxes were
counted and compared to the total number of patient transfers during the implementation
period. A total of 88 patients were transferred via air or ground throughout the project’s
three-month implementation period, and the SBAR tool was utilized approximately 45%
of the time to guide handover report.
Discussion
Barriers
It is worth noting the barriers that existed throughout this QIP. First and likely the
biggest barrier to the implementation of the SBAR tool was the change the nurses were
asked to participate in. Filling out the SBAR tool takes time, which is often limited
during interfacility patient transfers. With the local transfer teams arriving promptly,
some nurses found it challenging to make the SBAR tool a priority. Even though the use
of the SBAR tool has the potential to decrease the amount of time the transfer team
spends at the facility, it is one more task added to an already busy workload (O. Lewis,
personal communication, August 25, 2020). Secondly, this project was conducted during
a worldwide pandemic. Coronavirus Disease 2019 (COVID-19) may have impacted the
number of interfacility transfers, which may have resulted in an inaccurate representation
of this facility’s monthly average of interfacility transfers. Also, due to no large group
meetings at the start of the project, the DNP Project Coordinator had to educate staff
about the SBAR tool via email. The nurses receive numerous emails normally, but the
number of emails had grown substantially due to COVID-19. Therefore, education via
email was likely not as effective as an in-person meeting could have been (R. Masteller,
personal communication, August 25, 2020).
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Statistical and Clinical Significance
Even though this QIP did not result in statistical significance, clinical significance
likely existed. The DNP Project Coordinator received positive feedback from numerous
nurses throughout the implementation period. One nurse found the tool to be very helpful
in giving an organized and complete handover report. Another nurse stated, “I use the
SBAR sheet to give patient report to both the transfer team and receiving facility nurse”
(M. Blumer, personal communication, August 25, 2020). Lastly, the hospital
management staff decided to initiate a project to implement a SBAR communication tool
to utilize when clinic patients get directly admitted to the hospital. The DNP Project
Coordinator was asked to offer suggestions and advice for the clinic SBAR project.
Implications for Practice
Impact
The implementation of this project positively impacted the rural Midwest hospital
in which the project took place. The use of the SBAR tool may have reduced handover
time during some transfers, as it may have helped some nurses give a more efficient
report. By reducing some handover times, some patients may have reached a higher level
of care faster. In addition, this project initiated another SBAR project at this facility and
will hopefully continue to initiate positive changes in the future (M. Pickner, personal
communication, August 1, 2020). Lastly, the electronic health record (EHR) utilized at
this facility does not have a built in SBAR tool (R. Masteller, personal communication,
February 28, 2019). This project could be the foundation for a new standard and the
addition of a SBAR template within the EHR to be utilized during handover report.
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Limitations
The limitations of this project must be noted. First, the hospital this project took
place at was a rural facility. Therefore, a small sample size was utilized, and specific
transfers were not linked to individual nurses. Second, this project was conducted over a
three-month period. There was a chance not every nurse was exposed to the SBAR tool,
especially if they were part-time or PRN. Third, filling out the SBAR template is one
more task added to an already busy shift. Due to the time aspect of filling out the
template, there was no way to ensure every nurse was utilizing the SBAR tool during
every transfer report. This was especially true during transfers when the patient was in
critical condition. Fourth, not every nurse may have remembered to place the completed
form in the patient’s paper chart to be scanned. This may have altered the reliability of
the actual template usage percentage. Lastly, the data obtainment method of bedside
times could have posed as a barrier, as other factors play a role in handover length.
Recommendations for Further Projects
The comparison of the SBAR tool to other handover templates may be beneficial.
In addition, more projects conducted in rural facilities evaluating patient morbidity and
mortality are recommended. Interfacility transfer report is not well-evaluated; therefore,
more projects looking at this encounter may be beneficial. Lastly, evaluating a correlation
between SBAR and patient safety may be valuable.
Sustainability
The sustainability of the SBAR tool in this hospital was addressed by
acknowledging the barriers from the beginning. In this hospital, nurses are tired of having
to make changes and having their workloads increased (R. Masteller, personal
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communication, February 28, 2019). The DNP Project Coordinator addressed this early
in the project and showed how SBAR is an evidence-based approach to decrease
information missed and improve patient safety (Stewart, 2017). After completion of this
DNP Project, the DNP Project Coordinator’s goal was to have SBAR usage become a
facility norm. The DNP Project Coordinator communicated with management to have
SBAR training incorporated into nurse orientation. Lastly, the DNP Project Coordinator
encouraged the reiteration of the benefits of the SBAR tool at safety huddle meetings.
Conclusion
In conclusion, the SBAR template is an evidence-based tool to improve patient
handover report (Stewart, 2017). The goal of this DNP Project was to reduce interfacility
patient handover length through the implementation of the SBAR tool. Interfacility
transfer teams’ bedside times were measured, and the project was conducted over a threemonth period. Even though this project did not demonstrate statistical significance, it
likely offered many clinical gains. The SBAR template offers numerous benefits, and the
DNP Project Coordinator hoped the participants of the project appreciated the tool upon
completion. In addition, the sustainability of the SBAR tool would be ideal, as it is an
effective method to strengthen communication and improve patient safety (Stewart,
2017).
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Appendix C
The Johns Hopkins Nursing Evidence-Based Practice Model is shown below (Johns
Hopkins Medicine, 2017).
Used/reprinted with permission from the Johns Hopkins Hospital/ Johns Hopkins
University School of Nursing, copyright 2017
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SBAR Template Permission
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Appendix E
SBAR Tool
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Appendix F
Interfacility Transfer Teams’ Bedside Times Permission
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Appendix G
Request for Participation and Educational Tool
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Appendix H
Statement of Understanding
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Appendix I
Demographic Questionnaire

